INTRODUCTION
Lymphomatoid contact dermatitis is an uncommon inflammatory disorder of the skin which is classified as a pseudolymphoma. It is likely an under-reported entity, with clinical and histological features of cutaneous T cell lymphoma (CTCL) while showing some characteristics of allergic contact dermatitis.
Etiologically, it has been linked to several haptens such as phosphorus sesquisulfide (1), gold, nickel, formalin, dimethyl fumarate, methylisotiazolinone and azo dyes. Contact allergen hypersensitivity is presumed to be the key in its pathogenesis, allergen avoidance usually leads to the resolution of the process and clonality cannot be proved in most cases.
The first case of lymphomatoid contact dermatitis in relation to limonene hydroperoxides is reported.
CASE REPORT
A 35-year-old non-atopic female was referred to us with a pruritic eruption that had started four months earlier. Her family history revealed a diagnosis of parapsoriasis affecting her mother. Lesions, consisting of erythematous wellcircumscribed plaques with thin scales, initially involved her lower abdomen to eventually spread to her lower limbs (Figure 1a) . The eruption partially responded to a methylprednisolone aceponate ointment.
According to the clinical features and her family history, an early onset of a CTCL was suspected.
Cutaneous pathology showed a perivascular and perifollicular slightly atypical lymphoid infiltrate with focal epidermotropism (Fig. 1 b) . Immunostaining highlighting the presence of CD4+Tcells within the epidermis (Fig. 1c) . Positive results were obtained with limonene hydroperoxides (LimOOHs) 0.3% pet., 1+ on day 4 (D4), and with one of her own products ("The hair pack"), 1+
on D2 and D4 (Figure 1d ). The patient claimed to suffer from severe pruritic papules when she used it.
Limonene was labeled in several of the patient´s hygiene and household products such as the hair pack, as well as her shower gel, moisturizing cream, shampoo, washing-up liquid and floor mop.
Topical corticosteroids and sun baths (5´/day) were recommended and the patient was given limonene avoidance instructions.
These measures led to a complete clearance of the lesions in a few months.
After strictly avoiding contact with limonene and being completely asymptomatic showed strong (2+) or extremely strong (3+) patch test reactions and only 31.9% had week reactions (1+). In most cases (80%) recovery was achieved with topical steroids and allergen avoidance. Airborne -induced lymphomatoid contact dermatitis from methylisothiazolinone has also been reported (5).
In accordance with the literature, our patient improved after avoiding the allergen. Unlike previous reports, our case involved a female-patient showing more generalized lesions and patch test reactions were weaker (1+).
We believe that allergen re-exposure tests could be the way to diagnose sensitization from ubiquitous allergens such as fragrances like Lim-OOHs especially when, as in our case, patch test reactions are not strong. In these cases, clinical relevance is difficult to determine and complete allergen avoidance hard to accomplish.
We believe that it is very important to consider the diagnosis of lymphomatoid contact dermatitis in lesions resembling early-onset mycosis fungoides, especially in those cases with pruritic lesions, atypical body distribution and polyclonal infiltrates, and recommend patch tests are performed with a broad allergen pannel.
